THE patient from whom this specimen was removed had been delivered on two occasions by one of the obstetric physicians (Dr. Kerr) -at the Glasgow Maternity Hospital. As the pelvis was contracted owing to rickets, Caesarean section was performed each time, but the Fallopian tubes were not divided or ligated. Impregnation again occurred, and when the patient had advanced to the eighth month of pregnancy she was suddenly seized with acute abdominal pain. A few hours later, as -the pain still continued, her medical attendant visited her and immediately ordered her removal to the maternity hospital. On admission the surface of the body was cold and clammy. It was obvious that the patient was dying, and she succumbed ten minutes later. Meanwhile I had been summoned to attend the case, but I did not arrive until a quarter of an hour after the patient had died. The mucous membrane of the lips was blanched and on abdominal palpation the foetus was easily felt with its back: directed towards the abdominal wall on the right side. A firm mass, which was considered to be the uterus, could be palpated at the pelvic brim on the left side. On vaginal examination the cervix was found to be undilated and no blood had escaped into the -vagina. At the post-mortem examination it was discovered that the abdominal cavity was filled with blood. The Caesarean scar in the anterior wall of the uterus had given way, so that the child in the unruptured membranes was lying almost free in the abdominal cavity. The lower pole of the membranes still remained adherent to the uterus, which was lying well contracted within the pelvic cavity. The child ,was in the second cranial position.
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It would be out of place to enter into the technique of the operation ,of Caesarean section at the present moment, but in connexion with the operation of Caesarean section without sterilization I have brought here this evening another specimen in which rupture of the uterus through a Caesarean scar was actually in progress when I operated on the patient. This specimen I removed about a fortnight ago from a patient who had not been sterilized after Caesarean section. She conceived, and three weeks before full time labour commenced. As I had warned our resident medical officer of the possibility of the uterus rupturing, he sent for me at the onset of labour. On opening of the abdomen a portion of the anterior surface of the uterus was found to be adherent to the anterior abdominal wall in the middle line. When the adhesions had been divided it was evident that the scar was giving way. The margins of the old scar, below the peritoneal surface, were widely separated by the protrusion of the membranes, which in their passage forwards caused the peritoneum covering the uterus to bulge into the abdominal cavity. At the lower part of the protruding mass, which measured about 2 in. in length, the peritoneum had given way, so that a little blood-stained fluid was trickling through the rent. This blood m-ay have been produced by the separation of fibro-muscular tissue at the lower angle of the weak portion of the scar, or it may have come from the vessels at the placental site. A transverse incision having been made on the fundus of the uterus, the child was extracted through this opening. A supravaginal hysterectomy was then performed. The patient is making a satisfactory recovery. On examining the specimen it will be observed that for some distance over the old scar peritoneum alone separates the interior of the uterus from the peritoneal cavity. A small opening can also be seen at the lower part of this window of peritoneum where rupture had actually occufrred. If the finger is introduced into the uterine cavity through the fundal incision, the fibro-muscular margins of the old scar are found to be far apart so that the finger comes at once into contact with the peritoneum. Obviously the operative measures which were adopted in this case averted disaster, as there can be little doubt that in a short time the uterine contents would have been precipitated into the abdominal cavity. IT is seldom that two ova develop in a single Fallopian tube, and for this reason I have brought this specimen here this evening. The specimen was removed from a young woman who nearly succumbed to intraperitoneal haemorrhage as a result of rupture of the gravid tube. On opening the abdomen an artery in the tube wall was observed spouting into the abdominal cavity, so that a large quantity of fluid blood was contained therein. After the tube had been excised it was evident that rupture had not been aided by intratubal haemorrhage, but that the F-14a
